Objectives. Compassion-focused therapy (CFT) has shown promising results for a range of clinical presentations. This study explored the therapeutic competencies required to deliver CFT and organized these into a coherent framework.
Compassion-focused therapy (CFT) is a psychological therapy based on a trans-diagnostic model of affect regulation (Gilbert, 2009 (Gilbert, , 2010 (Gilbert, , 2014 . CFT was developed to address high levels of shame and self-criticism for people with mental health difficulties. CFT is grounded in an evolutionary perspective on the development of emotions and their functions (Gilbert, 2014) .
The CFT model describes three affect regulation systems; threat, drive and soothing. The model conceptualizes biopsychosocial difficulties as arising from an imbalance of the three systems and a limited ability to activate the soothing system. CFT uses compassion to facilitate development of soothing capacities through compassionate mind training (CMT; Gilbert & Irons, 2005) . For a full description of CFT, see Gilbert (2009 Gilbert ( , 2010 .
There is emerging evidence that CFT may be helpful for a range of mental health difficulties, including depression and anxiety in specialist community mental health services (Gilbert & Procter, 2006; Judge, Cleghorn, McEwan, & Gilbert, 2012) , posttraumatic stress disorder (Beaumont, Galpin, & Jenkins, 2012) , eating disorders (Gale, Gilbert, Read, & Goss, 2012) , personality disorders (Lucre & Corten, 2012) and schizophrenia or psychosis (Braehler et al., 2013; Heriot-Maitland, Vidal, Ball, & Irons, 2014; Laithwaite et al., 2009; Mayhew & Gilbert, 2008) . CFT has been delivered both individually and in groups. CFT outcome research has been conducted in routine clinical services demonstrating high ecological validity. However, these have been predominantly uncontrolled trials rather than randomized controlled trials. To date, there have been several descriptions of treatment protocols for CFT (Gale et al., 2012; Gilbert, 2009 Gilbert, , 2010 Gilbert, , 2014 Gilbert & Irons, 2005; Gilbert & Procter, 2006) . However, little has been written about therapist competencies required to deliver CFT.
Treatment fidelity and therapist competence
For treatment trials to be valid, therapists need to adhere to a treatment protocol and deliver it competently. This has been described as treatment fidelity (Fairburn & Cooper, 2011) . Therapist competence can be operationalized through definition of specific elements that address knowledge, skills, attitudes and their integration (Kaslow, 2004) . What is termed 'limited-domain competence' focuses on the therapist's ability to work with a range of clinical problems to assist clients in meeting their treatment goals, usually using a specific intervention (Barber, Sharpless, Klostermann, & McCarthy, 2007) . Limited-domain competence includes competencies specific to the intervention as well as competencies that may be shared with other psychotherapies.
Benefits of clarifying competencies include establishing a minimum threshold required for ethical practice, facilitating curricula development, effective training and public protection (Sharpless & Barber, 2009 ). Measures of competence can also be used to ensure therapy quality in the dissemination of therapies from research trials to routine clinical practice through supervision, training and evaluation.
Methods for developing therapist competencies
Work on therapist competencies for a variety of psychotherapies has been undertaken at the Centre for Outcomes Research and Effectiveness resulting in the University College London (UCL) Competence Frameworks led by Roth and Pilling (2007) . The authors elicited competencies by reviewing manuals, protocols and competency measures used in research trials and consulted with experts in the field (Roth & Pilling, 2007) . This work has resulted in several therapist competence maps including CBT (Roth & Pilling, 2007 , systemic (Pilling, Roth, & Stratton, 2010) , humanistic (Roth, Hill, & Pilling, 2009) and 'psychoanalytic/psychodynamic' (Lemma, Roth & Pilling, 2008) . Details of the UCL Competence Frameworks work are available online (http://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks).
Expert opinion has been used to develop a list of competencies where the evidence base is less well developed, for example, acceptance and commitment therapy (ACT, Strosahl, Hayes, Wilson, & Gifford, 2004; Walser, Karlin, Trockel, Mazina, & Taylor, 2013) , infant mental health (Quay, Hogan, & Donohue, 2009) , sexual addiction counselling (Hagedorn, 2009) , cognitive analytic therapy (CAT; Bennett & Parry, 2006) , and brief psychodynamic investigation (Tadic, Drapeau, Solal, de Roten, & Despland, 2013) . These studies have predominantly used a systematic survey of expert opinion based on the Delphi method.
The Delphi method
The Delphi method is a way of structuring communication between experts to explore opinions and promote agreement about a complex problem (Linstone & Turoff, 2002) . The advantages of this method include anonymity for group members and greater creativity and honesty (De Meyrick, 2003; Iqbal & Pipon-Young, 2009) . It is also a practical method when geography, time or other constraints may limit other forms of communication (Landetta, 2006) . The Delphi method has been used in clinical psychology to identify professional competencies in clinical psychology training (Green & Gledhill, 1993) , developments in a doctoral training curriculum (Graham & Milne, 2003) , treatment elements for behavioural difficulties in children (Garland, Hawley, Brookman-Frazee, & Hurlburt, 2008) , essential components of CBT for psychosis (Morrison & Barratt, 2010) and essential elements of an early intervention in psychosis service (Marshall, Lockwood, Lewis, & Fiander, 2004) .
Aims
Compassion-focused therapy has shown promising results for a range of clinical presentations (Leaviss & Uttley, 2015) . However, further trials including randomized controlled trials are required if CFT is to establish itself as an evidence-based therapy. One of the requirements for these trials is treatment fidelity. Therefore, this study explores the therapeutic competencies required to deliver CFT and organizes these into a coherent framework. This will also assist the development of training programmes, supervision and evaluation of routine clinical practice for CFT practitioners.
Method

Design
In line with the aims of obtaining and sharing expert opinions, the study was conducted using the Delphi method over three rounds. For round one, a qualitative method was preferred to generate the initial competencies. Data were then analysed using template analysis (King, 2004 (King, , 2012 to identify themes from the interview data and develop a draft competency framework. Two further rounds using surveys were included to develop the competency framework and to ascertain agreement across participants.
Participants
Participants were recruited based on two sets of inclusion criteria; expert sample and practitioner sample.
Expert participants involved in the first stage were required to have had significant experience in developing, delivering, supervising or training others in CFT. The Compassionate Mind Foundation (CMF) is a charitable organization set up for the research and application of compassion, led by those involved in developing CFT. Therefore, the following inclusion criteria were applied (1) membership of the CMF board or directly trained and supervised in the practice of CFT by a member of the CMF board; (2) supervised, focused practice in CFT for a minimum of 3 years; and (3) involvement in the development of CFT treatment protocols or supervising or training others in practising CFT. Potential participants for the expert sample were recruited via the CMF. Of 16 possible participants identified as meeting all three criteria, 12 consented to participate. All 12 were interviewed for round one, of these seven completed the round two survey (58% response rate) and four completed the round three survey (57% response rate). Of the twelve experts who completed round one, eight were male, four female, ten were based in the UK and two overseas. They had a mean of 15 years post-qualification experience.
A practitioner sample was recruited to gain opinions from a broader group of CFT therapists in rounds two and three. The inclusion criteria for the practitioner sample was that they had been trained in CFT, regularly used it in their clinical practice and been supervised in CFT for a minimum of 1 year. The practitioner sample was recruited through snowballing via the expert participants and at a CFT conference. Seven participants consented and completed the round two survey and three of these also completed round three (43% response rate). Seven practitioner participants completed the round two survey, three were male, four female and all based in the UK. Participants met the practitioner inclusion criteria. In total, twelve people participated in round one, fourteen in round two and seven in round three.
Materials
A semi-structured interview was designed that included a standard introduction, open questions and prompts to explore various aspects of competence. Results from the interviews in round one were presented as a draft competency framework. Each of the higher-order headings indicated a competency and was phrased as an item for the round two survey. Amendments and suggestions from round two were incorporated into a redraft of the competency framework. This was presented as part of the round three survey along with an outline, remit assumptions and main amendments. The round three survey included item amendments and additions. Each item was presented with the participant's previous response from round two and the group's response as a percentage.
Procedure
Round one -Generating the draft competency framework At recruitment, expert participants were informed of the remit of the study. This focused on limited-domain competencies but not assessment skills or therapy content relevant to adherence. The focus was on competencies shared across modalities, client groups and 'interventions or techniques' in CFT. Expert participants were interviewed for approximately 1 hr each. Nine were held online and three face to face. All interviews were audiorecorded and transcribed verbatim. Qualitative analysis of the data was conducted from a critical realist perspective using template analysis (King, 2004 (King, , 2012 . Initially, a priori themes were identified from the literature on CFT and from competency frameworks in CBT . Four transcripts were selected to inform the development of themes for competencies, resulting in the initial template. The template was amended to integrate ideas from the remaining eight transcripts, resulting in the final template. Quality measures were taken, including discussion of analysis with the supervising researcher, consultation with an expert in template analysis and thorough audit trail kept to ensure reflexivity. This resulted in the draft competency framework, which identified 23 main competencies embedded within six broad themes or key areas of competence. Data relating to therapy content were provisionally retained for clarity to guide participants.
Round two -Developing the draft competency framework The draft competency framework was used as a basis to develop the round two survey by phrasing each main competency as a statement. Participants were asked to rate the importance of each competency within five categories. Free text boxes were also provided. The round two survey was distributed to participants via email. In total, fourteen participants completed round two, seven experts and seven practitioners. Amendments were then made to the competency framework based on their ratings and qualitative feedback from completed surveys. Six additional competencies were suggested and two competencies were integrated into one, leading to in 28 competencies. This resulted in the round three survey.
Round three -Refining the competency framework Participants were emailed the round three survey. Participants were provided their own response to the items from round two, and the group response indicated by percentage agreement with each of the items from round two. Participants were asked to consider the amendments and group opinion then to indicate their response in the light of the new information. Free text boxes were provided to answer specific questions raised from the analysis of round two data. Additional information was also provided with clarification of the remit of the competency framework, an outline of the draft framework from rounds one and two and a brief description of the main changes from the previous round. Seven of the fourteen respondents to round two completed round three. Agreement ratings were entered into a Microsoft Excel spreadsheet and percentage endorsement calculated. Comments and ratings were used to refine the framework. This resulted in the CFT competency framework (CFT-CF).
Results
This section presents the consensus data, an outline model of the competency framework, the resulting CFT-CF and a detailed description of each of the key areas of competence.
Consensus levels
Overall, agreement was high in rounds two and three (see Table 1 ). Responses to the survey items indicated that the suggested competencies were consistent with their views. Consensus levels were moderate to high in round two with 11 of 23 competencies exceeding an 80% agreement level. In round two, the range of participants rating a competency as necessary 'yes absolutely essential to CFT' was between 43% and 100% of participants (N = 14). Participant ratings for all competencies shifted between rounds two and three. A greater percentage of participants rated the competencies as necessary in round three compared to round two. In round three, 20 of the 26 competencies exceeded the 80% agreement level with a range of 57-100% (N = 7). Fourteen competencies reached full consensus, that is 100% of participants agreed that the competency was necessary. At the end of round three, only three competencies included a rating of 'can be a helpful addition'. These were significantly revised based on the qualitative feedback provided. Thus, agreement levels improved over subsequent rounds.
Expert versus practitioner responses
Differences between expert and practitioner responses were explored. Given the small numbers, formal statistical analysis was not appropriate; however, some trends could be identified. There was greater consensus amongst experts compared to practitioners in rounds two and three; however, the difference was greater in round two than round three. For experts, items reaching consensus increased from 11 of 23 (N = 7) to 19 of 26 (N = 4). For practitioners, consensus was reached for 5 of 23 items (N = 7) increasing to 16 of 26 items (N = 3). Data from the surveys did not indicate any noticeable differences between experts and practitioners in the endorsement of specific competencies.
Outline model
The outline model summarizes the top level themes from the CFT-CF. This comprised six key areas of competence and the relationships between them (Figure 1 ). Twenty-five main competencies were identified within the six key areas (Figure 2 ). One hundred and fourteen subcompetencies were identified to demonstrate the main competencies, with an additional twenty items clarifying these (see Appendix).
The CFT competency framework
The following sections describe the competencies within each of the key areas in more detail (see Figure 2 ).
Competencies in creating safeness
Competencies in creating safeness involved the CFT therapist providing an experience for their client of a compassionate other in a safe way. Several competencies reflected the importance of the therapeutic relationship. These included builds and maintains the therapeutic alliance, maintains appropriate professional therapeutic boundaries, fosters collaborative engagement, demonstrates core skills and provides a safe context. Demonstrates core skills referred to active listening, pacing, voice tone and pitch. Part of competencies in creating safeness was the ability to offer an experience of a compassionate other and to model the compassionate self. This involved both authentically demonstrating qualities conveying the compassionate self and a personal motivation and commitment to the model. Participants reported that conveying a sense of common humanity and the 'not your fault' message were essential competencies in deshaming. Meta-skills Meta-skills involved taking an observational stance to guide the therapist in implementing CFT. It was identified that CFT therapists needed to work flexibly within the framework, using informed clinical judgement to respond to client need. CFT therapists also needed to notice affects and responses as they arise in the client and the therapist. This competence also involved being able to relate these observations to a CFT model and to consider the potential impact on therapeutic interactions.
Non-phase-specific skills These skills highlighted the ways in which the therapist focused their attention and the manner in which therapeutic issues were addressed. Therapists were considered to need skills in focusing on affect. This involved slowing down and giving space for emotion to arise, using empathic bridging, mentalizing, tracking shifting affect and staying with the client's difficult or avoided emotions by maintaining a manageable connection to the affect. CFT therapists were also required to facilitate experiential learning by exploring and eliciting experiences and reflections with the client. This was achieved through Socratic dialogue, behavioural experiments and other methods of enquiry that facilitate realizations in the client. To facilitate learning in this way, the CFT therapist needed to deliver clear explanations and check client understanding. Finally, CFT therapists also needed the ability to distinguish between shame-based self-criticism and compassionate self-correction and to engage with it by recognizing, identifying and addressing this as it arises.
Phase-specific skills Six nonlinear 'phases' of CFT were identified, each with detailed subcompetencies specific to that phase. The competency accessibly introduces an understanding of the model as it relates to the client was linked to delivering psycho-education. This involved appropriate pitching and selection of material, drawing it out side-by-side and integrating stories, examples and metaphors. Skills in developing an individualized formulation with the client emphasized the shared development, and understanding of this process in relation to both the longitudinal formulation and CFT affect regulation model. CFT therapists also needed competence in facilitating techniques to regulate affect by building up soothing system and bringing the three systems into balance. It was important that therapists appreciated the full range of exercises used in CMT. Furthermore, that they understood the aim of the exercise could select appropriately to the needs of the client and deliver this in a natural, fluid way.
One of the aims of CFT is to help clients develop a more compassionate self-identity. Therefore, therapists needed competence in facilitating the client in cultivating a compassionate identity. This included skills in helping clients develop a compassionate motivation and facilitating practice of compassion between sessions. CFT therapists also needed skills in facilitating clients in using compassion to engage with difficulties and promote change. This involved implementing therapeutic interventions as appropriate to the client's needs. Finally, CFT therapists required skills in facilitating the use of compassion beyond therapy. This included addressing potential clinical relapse and continuing to use compassion in everyday life.
Knowledge and understanding
Compassion-focused therapists required knowledge and understanding in two broad areas. CFT therapists needed knowledge and understanding of the difficulties and problems specific to the client group. This included how these problems affect emotions, how they relate to the therapy process and how they relate to the CFT model. Therapists also needed knowledge and understanding of CFT. It was stressed that this should be both a theoretical and personal understanding of concepts in relation to the therapist.
Use of supervision
Compassion-focused therapists needed to have competence in using supervision to develop skills, reflect on difficulties in the therapeutic relationship and develop a personal understanding of the model as it relates to the therapist. This involved reflecting on the therapeutic relationship including transference and counter-transference issues and the therapist's avoided affect. Developing a personal understanding of the model was considered particularly important for trainees.
Discussion
The aim was to identify therapist competencies necessary for the delivery of CFT and organize this into a coherent framework. Participants with expertise in CFT were interviewed and the data analysed using template analysis to identify competencies. Two subsequent surveys produced agreement ratings and further modifications that resulted in the final CFT-CF. Twenty-five competencies within six key areas were identified. Consensus levels were high in both survey-based rounds.
Areas of agreement and disagreement within competencies
Participant agreement levels varied across competencies, which is typical when identifying competencies (Lichtenberg et al., 2007) . Some competencies achieved consensus relatively easily, for example knowledge and understanding and models the compassionate self. Disagreement across rounds two and three tended to reflect differences in how much participants believed it was necessary to practice compassionate exercises and be committed to developing their own compassionate self in order to deliver CFT. Competencies relating to the use of supervision also raised some disagreement, particularly in relation to developing a personal understanding of the model as it relates to the therapist. Some participants considered this more appropriate to the needs of trainees than for all practicing CFT therapists. Therefore, certain subcompetencies may be more relevant to trainees than to experienced CFT practitioners. This highlights the difficulty in identifying necessary competencies across different levels of professional development and experience (Lichtenberg et al., 2007) . Therefore, a developmental model of skill acquisition may help to guide practical applications of the CFT-CF.
CFT-CF and wider competency literature Competencies in creating safeness
In the CFT-CF, competencies in creating safeness highlights the importance of the therapeutic relationship and therapist qualities as a context for therapeutic work. This is consistent with generic competencies in the evidence-based maps and the notion that generic and model-specific competencies should be considered in parallel (Roth & Pilling, 2007) . CFT has a collaborative stance similar to CBT. However, in contrast to CBT, CFT has a greater emphasis on using the therapeutic relationship which is more in alignment with humanistic and 'psychoanalytic/psychodynamic' (Lemma, Roth, & Pilling, 2008) competencies. This contrasts with the mindful self-compassion (MSC) programme, which focuses on teaching meditation practices (Germer & Neff, 2013) . However, competencies for MSC have not been published to date.
The CFT-CF explicitly highlights competence in modelling the compassionate self. CFT therapists need to authentically demonstrate qualities conveying the compassionate self, to have tried the different practices, to have a theoretical and personal understanding of CFT concepts in relation to themselves and demonstrate a personal motivation and commitment to the model both in and outside of their therapeutic practice. This provides both an experience of a compassionate other and a reference point for social learning. Modelling the approach is not explicit in therapy competency frameworks with the exception of ACT (Strosahl et al., 2004; Walser et al., 2013) . However, it is advocated in the MSC programme (Germer & Neff, 2013) and mindfulness-based cognitive therapy (MBCT, Segal, Williams, & Teasdale, 2012) .
The emphasis on de-shaming specific to CFT involves competencies in conveying two of the central messages common humanity and 'not your fault'. Common humanity has been defined as the understanding that imperfection is part of the human condition and individuals are not alone in their suffering, which is linked to feelings of connectedness rather than isolation (Neff, 2003) . 'Not your fault' relates to not blaming or shaming oneself for things outside of one's choosing or design, in particular how the brain works or the family background one is born into. It was often followed by the caveat 'but it is your responsibility' indicating that de-shaming can be used to promote change rather than absolving someone of responsibility. The MSC programme and other therapies may convey this implicitly through normalizing and validating; however, the CFT-CF highlights additional competencies needed to target this. Competence in de-shaming includes the use of carefully considered personal examples. This aspect of CFT is shared with ACT (Walser et al., 2013) but is not included in the UCL Competence Frameworks.
Meta-skills
Meta-skills overlap with competencies identified in several evidence-based therapy maps. Working flexibly within the framework is consistent with 'generic metacompetencies' (Roth & Pilling, 2007) . Competencies in noticing affects and responses are more closely aligned with humanistic and 'psychoanalytic/ psychodynamic' (Lemma et al., 2008) competencies relevant to working with counter transference. This flexibility contrasts with interventions that have manuals for courses with set topics and exercises for example the MBCT programme (Segal et al., 2012) and MSC (Germer & Neff, 2013) .
Non-phase-specific skills Non-phase-specific skills also includes competencies that overlap with several therapeutic models. Focuses on affect corresponds to humanistic competencies in working with emotions and emotional meaning . Facilitates experiential learning reflects skills similar to those in CBT (Roth & Pilling, 2007) . The CFT competency distinguishes between shame-based self-criticism and compassionate self-correction does not appear in other therapist competence work and highlights a distinct focus of CFT.
Phase-specific skills Some phase-specific skills in CFT overlap with existing therapies, for example formulation has been identified as a competency within CAT (Bennett & Parry, 2006) and CBT . In contrast to competence work in other therapies, the CFT-CF highlights the importance of how psycho-educational material is competently shared. CFT views psycho-education as an essential part of the de-shaming process; therefore, specific competencies in accessibly introducing an understanding of the model as it relates to the client are important for and linked to de-shaming. Competencies in facilitating the client to use techniques to regulate affect by building up soothing system and bringing the three systems into balance and cultivating a compassionate identity reflect therapy content specific to CFT. Some techniques and exercises in CFT may derive from other therapies or be used by clinicians using other therapeutic approaches. However, in CFT, these are framed within a CFT theoretical understanding. CFT and the MSC programme have an emphasis on developing skills in cultivating self-compassion through practices between sessions and after the intervention has ended (Germer & Neff, 2013) .
Competence in facilitating clients in using compassion to engage with difficulties and promote change represents an umbrella for a range of other client-and technique-specific competencies. This is similar in structure to the evidence-based competence maps (Roth & Pilling, 2007) . CFT competencies in facilitating the use of compassion beyond therapy have overlaps with CBT competencies that address maintaining therapy gains . However, the CFT competence includes CFT-specific theory relating to the 'flow of life' that has a more compassionate stance towards the process of change (Gilbert, 2009) . It also emphasizes the use of compassion in everyday life.
Use of supervision
In common with other evidence-based therapies, CFT therapists need to be competent in using supervision (Roth & Pilling, 2007) . One emphasis in CFT that is not explicitly present in other models is competence in developing a personal understanding of the model as it relates to the therapists' own experiences. This reflects the 'common humanity' philosophy of CFT and may promote development of other competencies for example modelling the compassionate self and personal motivation and commitment to the model. In a similar way, it has been suggested that family therapy supervision should be used by therapists to reflect on their own family experiences and how this influences formulation (Celano, Oyeshiku Smith, & Kaslow, 2010) .
Clinical implications
The CFT-CF reflected competencies common to working with different client groups and clinical problems and could be used to guide the delivery of CFT in a range of clinical settings. Roth and Pilling (2007) have used competence maps for informing the development of psychotherapy training. Similarly, the CFT-CF could be used to inform training curricula and identify and address potential gaps in trainees' competencies.
The remit of the CFT-CF was not to specify competencies in delivering groups, which is consistent with competence work in other therapies. Caution may be needed if competencies derived from individual interventions are applied to group-based interventions.
Future research
It may be useful to incorporate competencies derived from the evidence base as outlined by Roth and Pilling (2007) , for example the generic competence 'ability to manage endings', and the CBT competence 'ability to use measures and self-monitoring to guide therapy and to monitor outcome'. These were not raised in the current study and would be interesting to explore in relation to CFT. The capacity to manage obstacles to therapy has been identified as a CBT competence ). In the current study, interviewees described working with fears and blocks to compassion as integral to CFT. This was identified as therapy content and necessary knowledge in the CFT-CF. The skills considered necessary to competently facilitate working with fears and blocks to compassion were embedded within the CFT-CF. However, it may be useful to explore these competencies more explicitly in future research.
The comparison of expert and practitioner responses did not identify any noticeable differences. As CFT training and delivery increases, it would be interesting for future research to investigate how the competencies are understood and prioritized by practitioners with different levels of experience.
The competencies identified in the CFT-CF could be used to develop a therapist competency rating scale. Such a scale could be useful for research into the effectiveness of CFT training. Such a scale could also be used in combination with a measure of adherence to assess treatment fidelity in order to provide a quality check for research trials.
Strengths and limitations of the research
A strength of the research was the adapted version of the Delphi method. Interviews provided rich data and the majority of competencies. By systematically analysing qualitative data, repetition and overlaps were minimized. The two survey-based rounds provided both validation of the qualitative analysis and facilitated further development of the CFT-CF. The CFT-CF included both generic and specific therapeutic competencies. This was consistent with evidence-based competence work that acknowledges the importance of generic competencies (Roth & Pilling, 2007) .
The main limitation was a relatively small sample size for rounds two and three. This was due to low recruitment rates of practitioners and high attrition of experts and practitioners (approximately 50% per round). This may have been due to the high task demand (Borg & Gall, 1983) . It is possible that participants with views that diverged from the current norms were unwilling to express their opinions and declined to participate (Rowe & Wright, 1999) . These factors may have affected recruitment and retention thus reducing variance in the data and limiting generalizability. Rowe, Wright, and Bolger (1991) have highlighted several potential sources of selection bias when implementing the Delphi method. There were relatively few potential participants for the expert sample; however, 75% were recruited. The reasons for nonresponse were unknown. Previous research suggests that this typically happens with the Delphi method due to attitudes towards the method, lack of investment in the research or time commitments (Rowe et al., 1991) . Attempts to overcome these issues included approaching the CMF, using clear inclusion criteria pre-determined by the researchers and conducting online interviews with participants who were not easily available.
Conclusions
The current study identified therapist competencies thought to be necessary to deliver CFT. These were organized into the CFT-CF. Some of these competencies overlapped with existing therapies, whilst others were specific to CFT. The CFT-CF needs to be considered as a whole with its constituent elements considered in synchrony. The CFT-CF could provide useful guidance for clinicians, supervisors and training programmes. Further research could develop the CFT-CF into a therapist rating scale in order to measure the outcome of training and to assess treatment fidelity in clinical trials. Develop a personal understanding of the model as it applies to themselves Self-reflection in relation to the model Tolerating skill development (conscious competence growth) Develop compassionate self-correction during and after the session Relate to clients' experiences of the CMT exercises
